In conclusion, it must be emphasized that there are far commoner causes for upper gastrointestinal hemorrhage and jaundice than carcinoma of the duodenum. However, this organ is now completely accessible both endoscopically and radiologically and these diagnostic aids coupled with awareness of the condition will inevitably lead to earlier diagnosis and more effective treatment. In December 1967 he presented the classical clinical picure of thyrotoxicosis with exophthalmos. This was confirmed by T3 resin uptake of 208% (normal range 90-110%) and protein bound iodine 16.8 ,g/100 ml (normal range 3.5-8.0 ,ug/100 ml). Tests for thyroid antibodies were strongly positive. Treatment with carbimazole was instituted.
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Eight months later he presented with marked pretibial myxcedema of approximately four weeks' duration. Four weeks later he was admitted as a surgical emergency with a twenty-four hour history oflower abdominal pain. Laparotomy was performed because of clinical signs of peritonitis. A thickened, chronically inflamed and perforated terminal ileum was resected and end-to-end anastomosis performed. The resected ileum showed two longitudinal ulcers, one of which had perforated. Histologically, occasional giant cell granulomas and a mixed inflammatory cell infiltration including numerous eosinophils were in keeping with a diagnosis of Crohn's disease.
In November 1973, this patient required 131I therapy for a recurrence of thyrotoxicosis, and at the same time there was an exacerbation of his pretibial myxcedema. Since then he has been symptom free, requiring only monthly injections of vitamin B12. There has been a considerable reduction of his exophthalmos and pretibial myxcedema.
Comment
The association of pernicious anxmia and disorders of the thyroid gland is well recognized, and immunological studies have indicated that they are probably autoimmune disorders. Of 522 consecutive patients with pernicious anemia 4.8% had previous or concomitant disorders of the thyroid (previous thyroidectomy for thyrotoxicosis 1.3 % and nodular goitre 1.0 %) (Cox 1958) ; none had pretibial myxoedema.
Only 6 out of 306 patients with Crohn's disease in the Birmingham series had a free perforation (Steinberg et al. 1973) . Current work suggests that Crohn's disease is due to an infective agent, possibly associated with an anergic state.
The association of pernicious anemia, thyrotoxicosis with exophthalmos and pretibial myxcedema, and Crohn's disease with free perforation all presenting in sixteen months must be a unique occurrence; alternatively it is possible that each of these three conditions may be due to an immunological disorder. Steinberg D M, Cooke W T & Alexander-Williams J (1973) Gut 14, 187 Pulmonary Alveolar Proteinosis M B Dobson MB MRCP and A J Karlish MD FRCP (Battle Hospital, Oxford Road, Reading, RG3 IAG) L F, man aged 59. Foundry worker History: Presented with a six-months' history of increasing exertional dyspnoea with associated cough and yellow sputum; no other respiratory symptoms or past history of respiratory disease. He had been exposed for many years in the foundry to a range of industrial agents including nickel, copper, beryllium and silica He smoked 25 cigarettes daily. Investigations: Chest X-ray showed coarse mottling throughout both lung fields; hilar tomograms normal. Hb 21.8g/100 ml, PCV 60%, red cell volume 46.5 ml/kg bodyweight (normal 20-35), lactic dyhydrogenase 489 iu/ml, FEV1 2475 ml, FVC 3025 ml. Expiratory peak flow 520 1/min. Arterial Po2 50, Pco2 34 mmHg, pH 7.41, diffusing capacity for carbon monoxide 14 ml/ min/mmHg (predicted 27.2). Mantoux positive 8 mm to 10 tuberculin units, sputum culture negative for acid-fast bacilli and other organisms.
Lung histology after open lung biopsy showed some emphysema and small areas of fibrosis, but the main abnormality was the presence of granular eosinophilic material filling 30% of the alveoli. These findings (Fig 1) together with further histochemical stains confirm the diagnosis of alveolar proteinosis.
The patient was treated conservatively, with venesection for his polycythmmia, chest physiotherapy, and antibiotics for episodes of infection. There has been marked symptomatic and objective improvement (radiological clearing, improve-ment in blood gases) and he has been able to return to less strenuous work.
Alveolar proteinosis was first described by Rosen et al. (1958) who were struck by the characteristic histological appearances similar to those described above. Many of the original cases had been exposed to industrial dusts and it was initially suggested that the condition might represent a 'new' pneumoconiosis. It now seems more likely that the observation merely reflects an increased incidence in young and middle-aged men. The commonest symptom is dyspnoea; other symptoms of respiratory disease may be present and in 20 % the onset is with an acute febrile illness. Radiographic appearances vary but commonly there is diffuse lung shadowing which may radiate from the hila and mimic pulmonary cedema; changes may appear confined to one lung. Laboratory investigation reveals polycythimia in 25 % of cases, apparently secondary to hypoxia. The ESR is often normal; sputum culture results vary, but fungal infections are relatively common; serum LDH is often raised; arterial P02 is reduced with a further fall on exertion; hyperventilation results in a subnormal Pco2; diffusion capacity and lung compliance are markedly reduced.
In a review of 139 cases (Davidson & Macleod 1969) it was found that four groups of patients could be distinguished: 28.5% of cases reviewed had died, 7 % had deteriorated, 22.2 % were unchanged and 42.5% had shown clinical improvement. A wide variety of treatment regimes had been used, none of which was clearly superior. A substantial number of cases appear, like the one shown, to be self-limiting and to respond well to conservative management. In those who progress into severe respiratory failure there is evidence to suggest that the somewhat hazardous procedure of massive bronchopulmonary lavage is beneficial.
